Background
Infective endocarditis is a challenging diagnosis having many presentations ranging from an indolent infection to septicemia with life-threatening systemic embolizations. It is normal to have patients to present with agitation to the emergency department. The history could be suggestive of the diagnosis in most. When an apparently healthy young man comes to the hospital with only history of fever, it is not an easy one to diagnose.
Case Report
This 50 years Bangladeshi school teacher, hypertensive, non-diabetic and non-smoker, presented to the emergency of AHD with the complaints of high grade fever for 3 weeks, reddish urine for last few days and pain in different parts of the body with generalized weakness. His past medical history is nothing significant. Patient denies any prior surgeries and has no known drug allergies. Social history is not significant for tobacco, alcohol, and intravenous drugs use. The physical exam was then conducted. Vital signs showed temperature 103 F, heart rate 130/min, respirations 30/min, blood pressure 138/80mmhg.There were creps in both lung fields but no murmur in the heart. Liver and spleen was not palpable. He was admitted in SSMC & MH on 7 th Nov'11 with same complaints and was treated as enteric fever with IV ceftriaxone followed by oral cefixime. There was no improvement and patient developed haematuria and haemoptysis, he was diagnosed as having malaria and treated with quinine and tetracycline. In Apollo Hospitals Dhaka he was found to have anaemia, leucocytosis, high ESR, macro and microscopic haematuria, gross renal impairment and pulmonary infiltrate in both lungs on chest x-ray. Dengue IgG and IgM antibody and ICT for malaria was negative. Transthoracic ECHO showed possible vegetations in tricuspid valve, which was confirmed by transoesophageal ECHO. Blood culture showed growth of coagulase negative staphylococcus. Initially he was treated with IV meropenem and flucloxacillin, later vancomycin in renal dose instead of meropenem. One unit of PRBC was transfused. Nephrology and cardiology consultation was taken. He was closely monitored in High Dependency Unit. He gradually improved and was shifted to the cabin. His renal function was monitored regularly.
He was discharged in haemodynamically stable condition with home medication and advice.
Tricuspid Valve Endocarditis in a 50 year male non-IV drug user. 
Discussion
Infective endocarditis is an infection of the endocardial surface of the heart, classically having vegetations on heart valves and causing systemic manifestations. This disease has evolved throughout history with many new and varying causes. Prior to antibiotics, rheumatic fever was the main cause of endocarditis. With the advent of prosthetic heart valves and IV drug abuse; these have become more common causes.
The incidence of endocarditis in intravenous drug users is forty times that of the general population. Damage to the valve is often caused mechanically by particulate matter such as talc that is mixed with the injected drug, as well as by drug-induced pulmonary hypertension, which causes turbulence. While the tricuspid valve has the highest percentage of vegetations (40-70%), mitral and aortic valves also account for a significant number of cases (20-30%). Bacterial load is also a significant risk factor in endocarditis. Cocaine has a shorter half-life than heroin and therefore requires more frequent dosing and increases the bacterial load and therefore incidence of endocarditis. The case presented meets the above mentioned criteria. There was one blood culture positive for Staphylococcus as well as tricuspid valve vegetations, thus fulfilling two major criteria. This patient had no predisposition towards endocarditis since he was not an intravenous drug user. The documented vascular phenomena of pulmonary infarcts from septic emboli further confirmed the diagnosis.
Microbiology of infective endocarditis
Right sided infective endocarditis is an important consideration in the differential diagnosis for any intravenous drug abuser presenting with fever as it causes significant morbidity and mortality.
• Vasculitic phenomenon • Blood cultures suggestive: organism grown but not achieving major criteria • Suggestive echocardiographic findings
